Finland was the first country in which brain death was legally accepted. Since 1975, 37 cases of brain death had been recorded in a university hospital in Finland, and these were reviewed. The cause for brain death was intracranial bleeding in 32 cases, other cerebrovascular disorder in two, and intracranial neoplasm in three. In 21 brain death was diagnosed clinically. In 16 cases confirmatory investigations (electroencephalography, cerebral angiography) were needed. After brain death had been established artificial support was withdrawn in 15 patients and organ transplantation was carried out in 10. In 12 patients, however, diagnosis of brain death did not influence management, though the heart stopped beating on average 25 hours after diagnosis.
Introduction
The concept of brain death has been widely discussed in recent years, and several countries have adopted their own criteria and tests for confirming brain death-for example, the Harvard criteria in the United States' and the statement issued by the honorary secretary of the Conference of Medical Royal Colleges and their Faculties in the United Kingdom.2 Finland was, however, the first country in which brain death was legally accepted. The diagnostic criteria for establishing brain death were published by the National Board of Health on March 24 1971, and they were as follows. 3 The patient is dead when the brain tissue is damaged to such an extent that the vital brain functions have irreversibly stopped, regardless of whether the heart is beating. The basic cause of brain death must be fully established.
(1) If the damage of the brain tissue is caused by increased intracranial pressure ( Both the American and British codes recommend that the decision to withhold artificial respiration should be made by two doctors, and we follow the same procedure at our hospital. A further advantage of the British code is the detailed recommendation on how the arrest of spontaneous respiration should be verified. The most complete procedure, however, is that recommended by the Swedish Medical Society.6 These criteria include unresponsive coma, apnoea, isoelectric electroencephalogram, and non-filling of the cerebral vasculature after two aortocranial injections of contrast medium 25 minutes apart. Although this procedure is the most accurate, technical limitations may prevent it from being widely used.
After seven years of use the Finnish code seems to be suitable for general application. Nevertheless, the consultant anaesthetist was asked to confirm the diagnosis in fewer than two-thirds of the cases. We believe that if the code gives no instructions on how the arrest of spontaneous respiration should be verified an anaesthetist should be consulted in all cases of suspected brain death. Furthermore, in a third of our patients the diagnosis of brain death did not influence management. These patients died within a day, and the relatives might have been spared from further emotional distress if support had been withdrawn when the diagnosis was established. As soon as it is obvious that the patient cannot recover life-supporting measures should perhaps be withdrawn, since continued support may increase reluctance to embark on resuscitative measures generally. 8 Moreover, the hospital's capacity to give active treatment to patients with a better prognosis is reduced, especially when only a few beds are available for intensive care.
The diagnosis of brain death should be based on a reliable clinical examination. Incorrect identification of the basic cause may still occur, as it did in three cases in the present series-one case of subarachnoid haemorrhage was diagnosed as subdural haematoma and another as intoxication, while in the third case intracerebral haemorrhage was incorrectly identified as cerebral abscess. The greatest risk seems to be in differentiating between intoxication and brain death. Intoxicated patients are often seen at our hospital, but the question of brain death is seldom raised. We have found that the criteria included in the Finnish code are sufficiently accurate to distinguish between patients who have a chance of even partial recovery and those who have not.
